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DISCUSSION
Dr Richard Cambria (Boston, MA). Dr Huang, Dr Gloviczki,
congratulations on a great series. Obviously, the ProgramCommittee
was impressed. It’s one of the largest series that I know of in the
literature. And I’m happy to comment, since some of your data
reinforces my biases. Over the years seeing patients who had been
recommended to have repair of 25-mm iliac aneurysms is, of course, a
common observation in vascular surgeons’ offices. So I have a ques-
tion. And your talk, of course, was beautifully illustrated. I predict that
the finger in the fistula slide will become a classic.
My question is about your conclusion. Your conclusion was
that repair of aneurysms greater than 3.5 cm is justified. My bias
about these aneurysms, that they generally tend to be large before
they rupture, is I think corroborated by your data. So what will be
your take-home message about a recommendation for size thresh-
old for repair?
DrPeterGloviczki:Thank you verymuch, Dr Cambria. Your
question is obviously an excellent question, because most of the
aneurysms that ruptured were greater than 5 cm in size. So we tried
to define in our experience and in the literature what would be the
size in good-risk asymptomatic patients that warrant repair. And
since, again, we found no ruptures in aneurysms less than 3.8 cm in
size, but we found an aneurysm, and others have found an aneu-
rysm, in that size range, that’s why we think that the original data
that was recommended by Dr Santilli of 3.5 cm can be currently
accepted as a critical size for good-risk surgically fit patients for
repair of common iliac artery aneurysms.
Dr Anil Hingorani (Brooklyn, NY). Did you notice any
external iliac artery aneurysms in your series? Because they have
been reported very rarely in the literature.
Dr Gloviczki: We had 11 patients in this series in whom the
diagnosis of external iliac artery aneurysmwas given.Most of them,
frankly, were extensions of common iliac artery aneurysms; there-
fore, we just decided, as many did in the literature, to disregard
patients who had external iliac artery aneurysm.
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There was one patient who did not have internal iliac artery
aneurysm with a common iliac artery aneurysm but had an external
iliac aneurysm. So I would say external iliac artery aneurysm
continues to be very rare. Some of them are false aneurysms after a
previous repair, but we did not specifically actually look at them
because of the very small group.
Dr Daniel Reddy (Detroit, Mich). Particularly with this large
experience with iliac aneurysms, I am interested to hear whether
the patients experienced any buttock claudication, particularly in
the more recent patients, that may have had embolization.
Dr Gloviczki: That is an excellent point, because obviously
that is why you may think that an open repair would be better for
your patients than an endovascular repair.
We had many surprises when we looked up the data of this
study. And one of them was clearly that we found actually pretty
high number of buttock claudication in those patients, too, who
underwent open repair. Open repair doesn’t necessarily mean that
your patient had internal iliac artery revascularization. Indeed, 29%
of the open repair had ipsilateral internal iliac artery ligated at some
level.
So buttock claudication was significant. But again, you are
treating your patient with a potentially life-threatening condition,
and you have to make a decision whether buttock claudication is a
reasonable alternative to risk of the rupture. And usually it is.
One-third of the patients who underwent ligation—and we
had follow-up information almost of 100 patients—had buttock
claudication who had ligation of the ipsilateral internal iliac artery.
Patients who had bilateral internal iliac artery ligation had buttock
claudication in 80%. About 45% of our patients who underwent
endovascular repair with embolization had some degree of buttock
claudication. So buttock claudication continues to be a problem.
And I think, therefore, investigation to revascularize the internal
iliac artery with endovascular technique should be continued.
Dr Steven Rivers (Bronx, NY). It seems like most of the
patients did have associated more generalized aneurysmal disease.
And I would assume that the treatment selection and the results
were dictated largely, I mean not exclusively, but to some degree
by the presence or absence of the abdominal aortic aneurysm
component.
My question is, what is the current approach at the Mayo
Clinic for a patient who presents with an asymptomatic isolated
iliac artery aneurysm, would you recommend endografting as your
first-choice procedure or would you still recommend open repair in
a patient who was both physiologically and technically feasible for
either modality?
Dr Gloviczki: I think you bring up an excellent point that,
indeed, more than 80% of the patients have associated aortic
aneurysms. Now, we decided to include only those patients from
that group who had large, greater than 3.5 cm, iliac artery aneu-
rysms. And one of the reasons is that we didn’t want Dr Huang to
review several thousands of patients who had smaller iliac artery
aneurysms. So that is the comment on the combined group.
Patients who have isolated iliac artery aneurysms currently, I
would say, based on the data that we have, we strongly consider
offering as a first line of treatment endovascular repair. But we also
will take into consideration the associated aneurysms. We take into
consideration the data that are available out there for aortic aneu-
rysms. But more so for iliac than for aortic aneurysm do we now
consider endovascular repair as the primary treatment.
Dr Harry Schanzer (New York, NY). In the patients that
have the unilateral common iliac aneurysm and you are planning an
endovascular repair, how often do you put a single tube or you
have to go for a bifurcation?
Dr Gloviczki: As you could see, we only had 8 patients who
had a single tube. And of the 8, we only had 2 where we could place
this tube into the common iliac artery. So I would suggest that it’s
rare that you have a suitable or excellent proximal and distal
endings in the common iliac artery. In 75% we have to go into the
external iliac artery and, again, over 80% will require bifurcated
repair.
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